Appendix 6
Completed Sample Wisconsin Medicaid Adjustment Request Form

WMAP ADJUSTMENT REQUEST FORM
DO NOT WRITE IN THIS SPAGE
I.M.Billing EE 6] 5] 4] 31 ZM
1. PROVIDER NAME 2. PROVIDER NUMBER
3, R&S DATE MMDDYY 5. RECIPIENT NAME Recipient, ImA.
| 2 d o] 8] o]o|1]2]3]5]5[s5]5]5]0 123456}7890
4. CLAIM NUMBER 6. RECIPIENT NUMBER
D ADD NEW DETAILLS) TO PREVIOUSLY PAID/ALLOWED CLAIM: {in 7-16, snter informaton o be added)
X comrecT DETAIL ON PREVIOUSLY PAID/ALLOWED CLAIM: {in 7-15, snoer Int jon wm It mppears on RES report]
7.DATE(S) OF SERVICE  |B. |9 10. PROCEDURE/ [ 11. 12. 13. ];:. 18.
NDCREVENUE | o\ en  |umir | ersoT jEMG | PERFORMING
Pos |Tos | ©°°F AMT oty | FAM PROVIDER
FROM TO MOD WMOD| PLAMN
MMDDYY 1 7 | 58600 ‘WP XX XX 18.0 12345678
:
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] ] o
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16. REASON FOR ADJUSTMENT X
[ RECOUP ENTIRE MA PAYMENT
D OTHER INSURANCE PAYMENT # (o-F
[0 coray DEDUCTED IN ERROR: [ RECIMENT IN NUREING HOME [J COVERED DAYS ] EMERGENCY
El MEDICARE RECONSIDERATION (EOME's ATTACHED)
D CORRECT DETAL (In 7-15, snter information s it sppssrs on RAS repart. Enter comect information in cormment amsal
X oTHER/COMMENTS:
Please changethe quantity from 8.0 unitsto 9.0 and repr ocessfor payment.
Thank you.
17. SIGNATURE 9 M Crovider 18. DATE MMDDYY
INSTRUCTIONS: [SEE REVERSE SIDE FOR FUIRTHER INSTRUCTIOMS) 19, D CLAIM FORM ATTACHED
MAIL TO: EDS [OPTIOMNAL)
BiDE BRINGE ROAD
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